There is debate about the most appropriate form of treatment for partial tears of the lateral ligament of the ankle, which are common after inversion injuries. A prospective trial of four forms of treatment was carried out. The forms of treatment used were: no treatment with only a minimal bandage, Tubigrip support, immobilisation in plaster-of-Paris, and physiotherapy. The end point was taken when the patient returned to work or had a low score on an objective clinical scale. Early mobilisation, with or without physiotherapy, was found to offer the most rapid return to functional activity. Patients who had had their ankle immobilised in plaster-of-Paris required more days off work and longer attendance at a follow-up clinic.
Introduction
Inversion injuries of the lateral ligament of the ankle are common, especially in young athletic people. The management of these injuries continues to be a subject for discussion and dispute. A prospective trial comparing four different forms of treatment was carried out to resolve some of these problems.
Method
All patients with inversion injuries seen during a 10-week period at the regional accident unit in Edinburgh were considered for the survey. Patients aged under 12 years or over 65 years were excluded. Informed verbal consent was obtained from the patients who were included. A clinical examination was made in every case followed by anteroposterior and lateral radiographic views. Stress views of the lateral ligament were taken under Entonox analgesia. This provided adequate analgesia and did not delay the patient's departure from the department. All radiographs were reported on by a radiologist. A diagnosis of partial tear of the lateral ligament was made if there was no fracture on the radiograph and no evidence of talar tilt greater than 15' on the injured side of the stress views taken.
Patients were then allocated at random to one of four groups. The treatment groups were as follows.
Group 1-Twenty-seven patients had no treatment; no support or only a minimal bandage.
Group 2-Twenty-one patients had physiotherapy on the day of presentation or within 48 hours of presentation. This consisted of an iced foot bath, mobilisation, and instruction in normal gait. At the second or third visit "wobble board" exercises were introduced.
Treatment was considered complete when the patient could tolerate 10 minutes on the wobble board.
Group 3-Twenty-eight patients were given double Tubigrip support to wear during daytime and advised to remove it when in bed at night.
Group 4-Twenty-six patients had their ankle completely immobilised in a below-knee plaster-of-Paris cast, weight-bearing being allowed after 48 hours.
If a patient in any group was unable to bear weight on his ankle then crutches were given, but patients were encouraged to bear weight as soon as possible.
Patients were reviewed within 48 hours and then at weekly intervals to assess progress. A check list was prepared to assess the extent of the injury. Five factors were considered-subjective pain, pain on stressing inversion, pain on plantar flexion, swelling, and bruising-and a score of 0 (none) to 3 (severe) was given for each factor. The The financial cost of these injuries may be estimated from the number of days off work that the patients required. The average number of days off work and average number of days spent at the follow-up clinic were assessed for each group. In group 1 the numbers were 5-1 and 23-6 respectively; in group 2, 6-0 and 21 4; in group 3, 7-5 and 21 5, and in group 4, 14-0 and 25 0.
An indication of the severity of the initial injury was taken from the number of patients using crutches. Patients in group 4 were all given Patients were asked for their comments on the treatment they received. In the group receiving no treatment 15 of the 27 patients would have preferred some sort of support to the ankle and felt that their treatment was unsatisfactory. Despite their subjective comments they in fact had the shortest time off work. This may well reflect the less serious nature of the injury in this group as they had the best initial clinical score. All the patients who received physiotherapy were impressed by the treatment. They could all walk away from the department and thought the treatment greatly aided mobility and reduced pain and swelling. Patients who were given Tubigrip support had few comments, and only one patient would have preferred crutches. All patients who had had their ankle immobilised in plasterof-Paris thought they had good pain relief but they were off work longer and had a longer attendance at the follow-up clinic. They complained of stiffness on removal of the plaster-of-Paris and found it more difficult to regain full mobility.
Discussion
The comparative efficiency of the different forms of treatment available in inversion injuries of the ankle is difficult to demonstrate. This is due to a combination of factors; difficulty in assessing the degree of injury or tear in the lateral ligament and the essential time-limited nature of the disability are among the most important.
These reasons also lead to poor patient co-operation in any trial to find the appropriate treatment. In our trial just over 100 patients either opted out of the trial or failed to attend for complete assessment. Previous reports indicate that patients returned to normal functional activities after an average of 13 days." Our report indicates a return to work in an average of eight days. There have been series comparing the results of differing treatments2 3 but these were mainly concerned with severe injury. The degree of talar tilt that is believed to indicate laxity of the ankle leading to instability is still controversial. In one series4 there was a sharp cut-off at 130 of talar tilt in normal ankles and in sprained ankles a similar cut-off was seen. Allowing for 10 or 20 accuracy this set our limit of talar tilt at 110 to 150; we therefore took 150 as our abnormal limit.
It is estimated that there is about one inversion injury per 10 000 persons per day.5 Investigation and treatment can be expensive. While not all patients can be expected to be treated with physiotherapy, this study shows that mobilisation, with early physiotherapy or even without, offers the most rapid return to fimctional activity.
